ABSTRACT: How the policy of action and professional standards have influenced the development and decentralization of health education is discussed. It is concluded that a review of policies both of developing as well as of developed countries could help to put some observations into a perspective that is closer to the Brazilian reality.
INTRODUCTION
Eight years ago, efforts were underway to define the role and minimum standards for the entry-level health education specialist, under the leadership of Dr. Helen Cleary 2, 13, 26 . At the same time, our federal government was making a major commitment to health education with tenyear goals in disease prevention and health promotion 24 . I was asked by our Assistant Secretary for Health to take a leave of absence from my university to direct the federal office with major responsibility for the national policy initiative in health promotion. We defined health promotion as "any combination of health education and related organizational, economic and environmental supports for behavior conducive to health" 7, 9, 10 .
My purpose here is to draw from our American experience to see how policy has influenced the development and decentralization of health education, and how professional standards, in turn, have influenced policy. To apply this to Brazil, I will draw from my more recent experience in preparing for World Health Organization (WHO) the report of the Technical Discussions of the 36th World Health Assembly which were held in 1983 on the topic, "New Policies for Health Education in Primary Health Care" 8 . This review of policies in the developing as well as developed countries around the world should help put my observations from the United States into a perspective that is closer to the Brazilian reality.
The Professional Development Cycle
Behind every policy is a theory. Sometimes the theory is explicit, such as the theory that participation of people in setting their own priorities and goals will enhance their commitment to the programs. This theory has provided the justification for many policies that support health education 8 . Other theories are sometimes implicit in policies, such as the economic theories of capitalism and socialism. Long-standing policies are based on well-grounded theories and consistent with prevailing cultural ideologies; short-term policies are based more on political ideologies with implicit theories.
Policies, in turn, influence professional practice. Professionals and research scientists evaluate practice, which leads to modifications of theory, as shown in Figure 1 . Evaluation also provides immediate feedback to practice. Training, the fifth element, shown in the middle of the cycle, is influenced directly by theory, policy and evaluation, and directly influences practice 11 .
In the short history of the recent disease prevention and health promotion initiative in the United States, we saw a theory of "lifestyle as a major determinant of health" become policy emphasizing health education to modify lifestyle. A rapid escalation of health education programs and practice led to increased evaluation. The evaluations showed that complex lifestyles of smoking, sedentary living and substance abuse did not change readily in response to simple health education messages. This led to an elaboration of the theories and consequent modification of the policies supporting health promotion programs. More emphasis was then placed on laws restricting smoking in public places, penalizing drunk drivers and drug dealers more severely, and providing incentives for worksite health promotion programs 16, 19 .
The initial policy initiatives also resulted in a rapid increase in the number of professional training programs in health education. With the modification of the policies described above came modifications in training and consequently in practice. We see in the American example, then, a series of cyclical patterns of relationships among theory, policy, training, professional practice and evaluation. Significant change in any one of these has the potential of affecting all the others. Obviously, policy changes exert the most powerful influence, but professional initiatives to change the training and practice of health education specialists also can exert their indirect influence on policy.
The Cycle of Professional Poverty
Health education in most countries has long labored under an impoverished state of policy support 17 . Inadequate support has led to programs and practices that attempted to meet too many needs with too few resources. Objectives were vague, consequently practice was diffuse and not well targeted or focused. The results of scattered efforts were barely measurable, and without measurable results, the case could barely be made for more support 6 .
Breaking the Cycle of Professional Poverty
The cycle of professional poverty for health education has been broken at five points in recent years in the United States. The first has been with improved and increased research and evaluation 11 .
This began most notably with the family planning and immunization programs of the 1960s, strengthened with the hypertension and other patient education programs of the 1970s, and continues with increasingly complex community health education and health promotion programs for chronic disease control in the 1980s 3, 4 .
The second intervention that helped to break the cycle of professional poverty for health education was the increased involvement of other disciplines in the study of health education problems. The growing interest of sociologists, anthropologists and demographers during the international health and family planning movements of the 1950s and the poverty programs of the '60s stimulated new ways of analyzing health education problems in terms of social structural, cultural and demographic realities and theories 5 . The emergence of psychologists in the Public Health Service to study the reasons people accepted x-ray screening for tuberculosis in the 1950s 14 and immunizations in the 1960s 23 , built upon the earlier value-expectancy theories of Lewin 18 and others 1 to produce the Health Belief Model. This model has given health education a more specific theoretical base to guide policy and practice than did the earlier philosophical and social theories 20, 25 .
But sociology remained a wellspring of concepts and theories guiding public health education. Community organization and diffusion theories contributed significantly to the formulation of policies and professional training programs in health education, and through these to the practice of health education 12 .
The third point of intervention on the professional poverty cycle for health education was the preparation of a series of significant policy analyses in the 1970s. These began with the President's Commitee on Health Education, which reported its findings in 1971 21 ; continued through "White Papers" by the American Hospital Association, the Health Insurance Institute of America, the American College of Preventive Medicine, and others; and culminated with the Institute of Medicine's background papers for the Surgeon General's Report on Health Promotion and Disease Prevention in 1979 15 . The case was built systematically for greater policy emphasis on health education.
The third point of intervention came with the new policy initiatives stimulated by the foregoing analyses. In particular, health education was given a place in the Office of the Assistant Secretary of Health where policy is shaped and promulgated for the U.S. Public Health Service. This Office of Disease Prevention and Health Promotion, together with the Centers for Disease Control which coordinates relationships between federal and state health agencies, sponsored a consensus process to produce quantitative objectives for the nation in disease prevention and health promotion 22 . These objectives constituted policy for a decade, reaffirmed by the new federal administration in 1981 with instructions to the agencies of the Public Health Service to prepare their budget requests by showing how their budgets would contribute to accomplishment of the objectives by 1990.
The Importance of Professional Training and Standards of Practice
Central to the cycles show in Figures 1 and 2 is training. Health education depends for its sucess on the adaptation of theory and policy to produce appropriate programs and effective delivery of resources at regional and local levels. Policy can only improve the quality of health education if those who implement the policies know how to transform them into effective programs. This requires knowledge, skill and professional discipline. These require training.
Training seeks to produce professional who can meet at least minimum standards of practice. This is what we have been struggling to define over the past several years in the United States. RESUMO: Discute-se como a política de ação e os padrões profissionais têm influenciado o desenvolvimento e a descentralização da Educação em Saúde. Conclui-se que estudos sobre política de ação em países desenvolvidos e em desenvolvimento contribuem para observações a partir de uma perspectiva mais próxima à realidade brasileira.
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